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Ghana’s Community-based Health Planning and Services (CHPS) initiative develops accessi-
ble healthcare with participatory community support, using strategies developed and tested by
a project of the Navrongo Health Research Centre. In 1996, the project was expanded to a
district-wide four-celled trial. In response to evidence that strategies could reduce fertility
and childhood mortality, a replication project was launched to develop methods for scale-
up. Based on experience gained, CHPS scale-up was launched in 2000. Although CHPS
now reaches all of Ghana’s districts, the pace of scale-up within districts has been slow. In
response, the Ministry of Health conducted a review of factors that constrain CHPS scale-
up and problems that detract from its original evidence-based design. To resolve problems that
were identified, a project was launched in 2010 to test means of accelerating CHPS scale-up
and expand its range of care. Known as the Ghana Essential Health Interventions Program
(GEHIP), the project provided catalytic revenue to four treatment district managers for 3 years,
in conjunction with implementation of strategies for comprehensive leadership development
and community partnership. Monitoring systems were developed to gauge CHPS coverage
time trends in all nine study districts. GEHIP successfully accelerated CHPS implementation,
producing 100% of its targeted community coverage within 5 years of implementation. Cov-
erage in comparison districts also improved. However, the rate of coverage and per cent of
the population reached by CHPS in comparison districts was only half that of GEHIP districts.
GEHIP success in completing CHPS coverage represents the initial stage of a national pro-
gram for strengthening community health systems in Ghana. Copyright © 2015 John Wiley
& Sons, Ltd.
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The implementation of community-based primary healthcare programs is being ex-
panded throughout Africa (Freeman et al., 2009; World Bank, 2005; Perry et al.,
2014). Yet, clinic-focused services remain the mainstay of most community-based
primary healthcare service designs, despite several convincing demonstrations that
community-based operations can be more effective if low-cost accessible essential
health services are augmented with provision for active doorstep services (Perry
et al., 2003; McCabe et al., 2012). While pilot projects and special studies are often
evaluated, factors that constrain the process of scale-up are rarely the subject of
direct investigation; implementation research focused on accelerating scale-up is
rarer still. Yet, researching the implementation of scale-up is typically needed.
Reviews of scale-up have cited constraints to effective utilization of proven innova-
tions, either because original pilot or experimental project service models are diluted
or compromised with scale-up or because the pace of organizational change is
constrained by problems.
Challenges to effective scale-up are particularly prominent for projects focused on
community-based primary healthcare. Providing community-based care is more than
simply constructing and staffing village health posts. The process of supplementing
fixed facility care with community-based outreach encounters requires the creation
of a cadre of community-based workers who are championed by local leaders,
welcomed by households served, and supported by the implementation of logistics,
supervision and leadership of the health system at large. But the organizational chal-
lenges associated with community-based primary healthcare often require new
national policies and manpower plans, incremental resources, and actions that
decentralize planning at each organizational level down to the periphery of service
operations, changes that invite complex and often unanticipated challenges
(Binswanger and Aiyar, 2003; Simmons and Shiffman, 2005).
These challenges have been evident in Ghana. Although policy commitment to
achieving community-based primary healthcare in Ghana began in the early 1980s,
impetus for this goal commenced in the 1990s with a continuous and growing role
of implementation research that continues to date (Nyonator et al., 2005b;
Awoonor-Williams et al., 2013c). As in many countries, by the early 1990s,
achieving accessible care was a pillar of policy in Ghana, yet the specific means of
achieving this goal remained unclear. Whereas research had described the nature
of problems and established the rationale for national action, little evidence existed
to guide program development (Nyonator et al., 2005a).
An evidence-guided community health system program that was associated with
considerable success as an approach to developing large-scale primary healthcare
implementation was developed. We direct particular attention to an implementation
research initiative that was directed to clarifying factors that have constrained the
scale-up of this proven approach to community-based primary healthcare. Despite
compelling evidence that its strategies could enable Ghana to achieve national
Millennium Development Goals, the strategy has been slow to scale-up (Nyonator
et al., 2011). We review results achieved by a project that has responded to scale-
up challenges, accelerated implementation and provided a body of evidence thatCopyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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ACCELERATING COMMUNITY HEALTH CARE COVERAGE IN GHANAcould set the stage for reforming national community-based primary healthcare
implementation (Awoonor-Williams et al., 2013a, 2013b).
The Community-based Health Planning and Services initiative
Community-based primary healthcare in Ghana is the outcome of a national program
for reorienting services from district hospitals and sub-district clinics to convenient
community locations. Launched as a national policy promulgated in 1999 and imple-
mented in 2000 as a national program, the approach is termed the Community-based
Health Planning and Services (CHPS) Initiative. Grounded in overlapping phases
that commenced in 1994 and have unfolded over time, each phase has involved
research activities and implementation in response to evidence, guided by phases
portrayed in Figure 1 (Nyonator et al., 2008).
Phase 1: participatory planning. In phase 1, a three-village micro-pilot extended
over an 18-month period from 1994 to 1996. Qualitative research was conducted
in combination with primary healthcare service delivery with the goal of adapting
activities to the social context (Adongo et al., 1997). Services were introduced in
conjunction with interactions with individuals and groups about matters that are
strongly influenced by social norms and institutions, using methods that have been
applied widely in other contexts (Sarri and Hasenfeld, 1978). Qualitative techniques
elicited community-member perspectives on ways to address gender problems
(Bawah et al., 1999), with particular focus on customs that restrict women’s
autonomy to seek healthcare (Ngom et al., 2003). Community advice was translated
into strategies for engaging the support and participation of men in family planningFigure 1. Phases in the development of the Community-based Health Planning and Services
initiative. Source: Nyonator et al., 2005a
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ability to community members and traditional leaders (Nazzar et al., 1995).
Phase 2: a controlled plausibility trial. Strategic details of primary healthcare
services developed in phase 1 were tested in a phase 2 plausibility design (Binka
et al., 1995) in which communities were grouped into two “arms” of service
intervention:
The zurugelu (togetherness) arm involved mobilizing cultural resources of
chieftaincy, social networks, village gatherings, voluntary activities and community
support to provide gender-based outreach care. Closely resembling the UNICEF-
sponsored “Bamako Initiative,” this arm of the project had mechanisms for recove-
ring the cost of essential drugs, and supervision and support for volunteers that
included the provision of bicycles, start-up kits of essential drugs and training in
basic referral care (Knippenberg et al., 1990).
The “community health officer” arm of the experiment reoriented existing paid
nurses to conduct village-based service delivery. Nurses entering the program had
completed 18months of training in basic curative health services and public health
practice that included childhood immunization and family planning. Reorientation
to community-based work involved 6 additional weeks of intensive in-service
training in methods of community engagement, outreach organization, and commu-
nity healthcare planning. Communities were responsible for the maintenance and
security of the compound, nurses’ daily living needs and the costs of essential drugs.
Nurses were provided with pharmaceutical kits, essential clinical equipment, salaries
and motorcycles. Services were provided during household visits, augmented with
daily care at the community health compound. Where volunteers were available,
community nurses were designated as their supervisors.
Because these two arms of the intervention strategy could be implemented
independently, jointly or not at all, a four-celled design was specified, exposing
communities to alternative primary healthcare service provision strategies.
Results demonstrated that child mortality declined by half in 5 years wherever
nurses were assigned but that the zurugelu approach had no fertility or mortality im-
pact (Binka et al., 2007; Pence et al., 2007). Somewhat surprisingly, posting nurses to
communities had no impact on family planning uptake or fertility unless their
presence was combined with zurugelu volunteer deployment. To achieve national
reproductive and child health goals, a combined zurugelu plus nurse deployment
strategy was indicated (Debpuur et al., 2002; Phillips et al., 2006; Binka et al., 2007).
Phase 3: Nkwanta validation and replication research. In 1998, a National Health
Forum was convened for all district and regional health system managers to review
the initial Navrongo results. Debate ensued over the national relevance of results and
the feasibility of changing routine district operations to the Navrongo approach.
Participants argued that the logistics required would incur unsustainable costs for
monitoring and supervision, equipment and health post construction. Many viewed
community mobilization as a potential risk that could raise community expectations
for levels of service intensity could not be met (Awoonor-Williams et al., 2010,
2013b, 2013c).Copyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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Volta region launched an implementation pilot to test practical means of adapting the
Navrongo model to local circumstances and, in the process, clarify milestones and
procedures for scaling up Navrongo results. When this replication trial succeeded,
a second National Health Forum was convened in 1999 to announce results, build
consensus for a national program, and launch replication projects on the Nkwanta
model in each of Ghana’s eight other regions. Once pilots were functioning within
these “lead districts” of each region, inter-district exchanges were convened to
catalyze the scaling up of operations elsewhere, setting the stage for national
implementation of community-based primary healthcare in phase 4 (Nyonator
et al., 2008, 2005a, 2005b). Nkwanta thereby catalyzed the national scaling-up
process by showing that the transfer of a service model from a research project to
a district health service operation was feasible, by clarifying the essential milestones
and resources for implementing the approach in a non-research setting, and by
providing a learning locality for transferring the Navrongo approach to lead districts
dispersed throughout the country.
The phase 4: national expansion. Phases 1 to 3 led to a program for scaling up a ser-
vice model that translates lessons from Kassena-Nankana and Nkwanta districts into
a national program for healthcare reform, as illustrated by the maps in Figure 2. By
mid-2008, every region had some CHPS activity, and most districts had some degree
of community-based primary healthcare coverage. Observation and monitoring
showed that CHPS spread most rapidly in districts where pilots had been launched,
suggesting that scale-up followed patterns of change that were characteristic of a dif-
fusion process (Rogers, 1962). As Figure 2 shows, this process was more intense in
the Upper East and Upper West Regions than in the more populous regions of central
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Figure 2. The geographic density of Community-based Health Planning and Services (CHPS)
coverage by district, January 2001 and July 2008
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national trend in the population covered by community-based care was unacceptably
slow, reaching only 10% of the population covered by mid-2008. If the rate of
coverage up to 2008 was projected forward, achieving the goal of universal health
coverage would require nearly 50 years of program effort. Clearly, action was
needed to diagnose problems with scale-up and expedite progress.THE GHANA ESSENTIAL HEALTH INTERVENTIONS PROGRAM
Factors constraining Community-based Health Planning and Services scale-up
The slow progress with CHPS implementation in most of Ghana, with the relatively
rapid increase in Ghana’s two poorest, most remote and most health-deprived
northern regions, prompted the Ministry of Health (MOH) to sponsor a review of
the determinants of regional and district variance in CHPS scale-up performance
(Binka et al., 2009; Ministry of Health, 2009). Through comparative review of
management opinion in advanced versus constrained implementation regions, the
review identified factors that have constrained CHPS implementation. In response
to findings from this review, the Ghana Health Service (GHS), the Mailman School
of Public Health and the University of Ghana formed a partnership for testing health
systems solutions to problems constraining CHPS scale-up in a 6-year implementa-
tion research trial for gauging the impact of a package of system strengthening
activities on childhood survival and fertility. This experimental initiative for testing
ways to improve and accelerate CHPS scale-up is known as the Ghana Essential
Health Interventions Program (GEHIP) (Awoonor-Williams et al., 2013a).
The systems problems and sets of interventions that emerged from the GEHIP
diagnostic appraisal process are arrayed in column 1 of Table 1 according to their
relevance to six “pillars” of essential components of any functioning health systems
(World Health Organization, 2007). GEHIP is a project that is designed to strengthen
district systems in ways that will accelerate CHPS scale-up and improve the quality
of community-based primary healthcare services. Systems constraints to CHPS
scale-up were the focus of a program of intervention that has spanned the WHO
six pillars, with particular attention to the roles and functions of frontline workers
that could be improved by developing implementation capabilities of “District
Health Management Teams” (DHMT), as summarized in the right-hand column of
Table 1. Beginning in 2010, GEHIP was implemented in four districts of the Upper
East Region as a plausibility trial on systems strengthening, with intervention and
comparison districts located in the most impoverished of Ghana’s 10 regions. Five
comparison districts serve as a control, with monitoring designed to record CHPS
implementation progress. A baseline and end-of-program of multi-level cluster
survey research will assess the impact of GEHIP on parental health-seeking
behavior, childhood survival and fertility.Ensuring access to essential services provided by a trained and knowledgeable
workforce. District managers are often reluctant to launch programs that theyCopyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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Frontline workers are trained and
equipped for saving newborn lives by
●Providing affordable equipment and
information systems with organizational
strategies for covering referral costs that
are not addressed by the national health
insurance system.
●improving emergency management
capacity: GEHIP trained frontline
workers in triage and emergency









Developing service quality by launching
health and mortality audit procedures and
responding to highlighted areas
necessitating clinical care improvements
to include.
●Essential emergency newborn care by
midwives and community workers in risk
identification & triage, resuscitation,
community engaged kangaroo mother-care,
and other newborn care interventions.
●Expanding volunteer skills: in the







Reforming information systems for
decision-making by
●Simplifying information tools. for
frontline workers, improving data
utilization procedures, and supporting
supervisory decision-making.
●Knowledge management for decision-
makers. which compiles and disseminates





Ensuring access to essential equipment
and supplies. Health information tools
monitor access to essential equipment








Building district capacity for budgeting
and planning by developing a tool for the
allocation of resources according to actual
need so that budgeting is link to the
relative burden of disease benefits
associated with investment in alternative
strategies for health care.
(Continues)
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demonstration strategies for engaging
teams of political, traditional and health
system leadership into a system of
collaborative observation, participatory
problem solving and peer learning with a
target on expanding development sector
investment in CHPS scale-up.
GEHIP, Ghana Essential Health Interventions Program; IMCI, Integrated Management of
Childhood Illness; CHPS, Community-based Health Planning and Services.
J. K. AWOONOR-WILLIAMS ET AL.believe will require technical skills that are not yet available or activities that
incur costs that the GHS or the National Health Insurance Scheme (NHIS) does
not adequately finance (Nyonator et al., 2005b). The most critical aspect of
access, however, is the availability of community-based care and effective
services. But, even where CHPS is available, critical deficiencies arise. In
particular, the NHIS has yet to cover the cost of emergency transport, and most
communities have no system emergency obstetric and neonatal care (Baiden
et al., 2006). Telecommunication and infrastructural problems, chronic supply
chain bottlenecks, inadequate protocols for treatment of obstetric and neonatal
emergencies, constrained systems of transportation and referral, and limited staff
dedicated to the provision of essential care functions. Moreover, community
health officers lack skills to manage normal deliveries and provide referral effec-
tively (Awoonor-Williams et al., 2015).
Although policy guidelines aim to support facility-based delivery by providing
cost-free midwifery care, the transportation costs of emergency or routine referral
are not covered by the NHIS. Problems associated with home delivery persist
(Awoonor-Williams and Baynes, 2013a, 2014). Barriers to the effective imple-
mentation of primary healthcare in general concatenate in ways that compound
problems associated with CHPS scale-up. Skill gaps stemming from limitation
of the nurse training program confront nurses with technical challenges upon their
deployment. In particular, CHPS implementation is hampered by the lack of mid-
wifery training, lack of training in emergency management and triage, and lack of
participatory planning training for implementing community coordination and
village diplomacy.
As a component of its initial response to gaps in essential services, GEHIP imple-
mented a system of mortality audits to provide regional health managers with rapid
feedback on preventable maternal and neonatal risks (Awoonor-Williams et al.,
2015). In response to evidence that asphyxia was a prominent contributor to excess
mortality, all frontline workers were trained in resuscitation management, referral
services and essential emergency management. A scheme of community-engaged
emergency information management, logistics and referral was piloted andCopyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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workers in the WHO-recommended “Integrated Management of Childhood Illness”
(World Health Organization, 2005). Particular attention was directed to improving
the role and capabilities of volunteers in the provision of Integrated Management
of Childhood Illness.
Baseline GEHIP research on worker time use showed that information manage-
ment occupies more frontline work time than effort expended on care itself
(Frimpong et al., 2011). Frontline care workers were obligated to maintain an
unwieldy array of 27 registers each month. GEHIP streamlined this operation to five
registers and improved information feedback to supervisors so that information
captured by workers could actually be used to support their functions.
In summary, baseline research found that CHPS is not only failing to scale-up, as
a program of service implementation, but was also failing to achieve its life-saving
potential. GEHIP responded by targeting its frontline worker interventions on the
most pressing contributing factors to this set of problems.Developing systems of information for decision-making, managing essential re-
sources, plans and budgets, and developing leadership and governance. Resources
for primary healthcare in Ghana remain severely constrained. Yet budget lines for
personnel, fuel, pharmaceutical costs and other critical requirements of primary
healthcare are somewhat manageable once district managers are clear about opera-
tional goals and challenges, and running costs of services, supplies, fuel and salaries
once operations are established and DHMT undertake financial planning and
program implementation for such ongoing costs.
Despite this managerial flexibility for planning routine operating budgets, scaling-
up CHPS incurs start-up expenses that have no specified GHS budget line and, there-
fore, no mechanism for budgetary flexibility to be implemented. Expansion of costs
for essential equipment, such as bicycles and motorbikes, and the start-up cost of
constructing CHPS community health posts are not routine cost items that GHS
district managers can add to routine budgets. Lacking practical experience with
managing these CHPS start-up budgetary requirements, health managers not only
fear the unknown but also are reluctant to engage in activities that could create grass-
roots political pressure if the cost of building health posts, purchasing equipment and
implementing care is unsustainable. Indeed, the original Navrongo project incurred
incremental costs amounting to $2.92 per capita for essential equipment and facility
start-up needs. But lacking a routine budget line for such costs in the national plan
for earmarking resources for such CHPS implementation start-up costs severely
constrained commitment to launch the program.
The CHPS implementation budget gap problem has been compounded by the in-
troduction of the NHIS in 2008. The NHIS reimburses health providers for clinical
services delivered but provides no support for community activities, referral costs
or CHPS start-up expenses. As a scheme that reimburses district budgets for clinical
services, the NHIS has driven CHPS into the mode of becoming a community clinic-
based program for curative treatment, to the detriment of preventive care, family
planning, community engagement and promotional aspects of primary care.Copyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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sets aside supplemental district funds in the amount of $0.85 per capita per year in
the four experimental districts for 4 years. This investment supplemented routine
primary healthcare revenue amounting to $14 per capita. Committed to the health
budget as a flexible fund, systems change demonstration was designed to implement
strategies for connecting DHMT, district political figures and community leaders
into a collaborative leadership system for implementing CHPS. As a practical pro-
cess, this involved implementing community-engaged celebration of implementation
milestones and other activities for connecting traditional leaders and grassroots
politicians through community celebration of the completion of implementation
milestones. The process was designed to ensure that grassroots politicians acquired
prestige and community recognition for their commitment to CHPS, thereby cataly-
zing political support for the District Assembly process of committing development
revenue to funding CHPS implementation. District level budgeting schemes were
revised so that priorities could be shaped by prospects that strategies would optimize
the impact of investment on the burden of disease, while engaging the political sector
in the health budgeting process.
This investment in leadership development involved participatory task planning
for orienting DHMT to the milestones and tasks for achieving healthcare in every
community, with outreach to every doorstep, including community case manage-
ment of childhood illness, cost-free maternal healthcare and treatment of childhood
illness; comprehensive community-engaged referral services, with a deferred
payment scheme for families confronting emergency logistics costs; and comprehen-
sive and cost-free reproductive health services on demand.
Once GEHIP district health and political officials understood the CHPS imple-
mentation process, they contributed development revenue to construction activities
based on CHPS infrastructural needs. This commitment was possible because of
revenue from development mechanisms that are controlled by “District Chief
Executives” and locally constituted “District Assemblies.” In this manner, revenue
was marshalled by collective engagement of health, local district and regional
political and administrative authorities in budgetary review. Support for start-up
costs of CHPS implementation and promotional activities was fostered by inter-
sectoral engagement of representatives of the Ministries of Local Government, Food
and Agriculture and Education. GEHIP-inspired multi-sectoral engagement led to
earmarked revenue for CHPS capital investments, such as construction or equip-
ment procurement.
To address the essential need for multi-sectoral financing of CHPS start-up,
GEHIP engages with district health managers who invite political figures to
CHPS community gatherings with the goal of engaging politician into the budget,
financing and scaling-up process. When grassroots politicians witnessed popular
support for CHPS, well-managed implementation events could translate
implementation in a pilot locality into grassroots political investment in CHPS
implementation elsewhere. By starting with pilot zones where this process can be
demonstrated, CHPS start-up activities set the stage for community to community
diffusion by providing intervention districts with $0.85 per project year in
supplemental funding, GEHIP could sponsor catalytic activities for fostering CHPSCopyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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facility and equipment costs.
The MOH review determined that CHPS meant different things to different
stakeholders, despite concerted efforts directed to training, policy directives,
conferences and reports. In its simplest formulation, the program was viewed by
district health managers as a means of constructing community clinical facilities
and posting nurses into these facilities and little else. Because health workers at all
levels are accustomed to clinic-based work routines, instructions to relocate nurses
to communities were interpreted through the prism of clinic managerial experience
with health service delivery, as if community posting simply replicated sub-district
clinical functions. Doorstep outreach, community organizational work, engagement
of men and other social strategies of the Navrongo initiative were side-lined by the
absorption of CHPS into the bureaucratic functions of a fixed facility clinical
primary healthcare program.
Discussions with nurses illuminated concerns that attention to expanding the
role of nurses as community-based providers and organizers would dilute service
quality. CHPS priority on mobilizing and engaging the community in the health
system was lost in the implementation process. Because of this, the necessary part-
nership among stakeholders—local government, communities, non-governmental
organizations and development partners—and their shared participatory buy-in
for CHPS never materialized because of contrasting understandings of the CHPS
concept.
The GEHIP based its response to these problems on evidence from existing
implementation research (Awoonor-Williams et al., 2004, 2010; Nyonator et al.,
2011, 2005a, 2005b; Frimpong et al., 2013). In districts located elsewhere in
Ghana, where CHPS has expanded rapidly, teams of service providers had
experienced direct contact with the Navrongo or Nkwanta project operations.
Implementation team exposure to functioning systems generated experience with
implementation that could be shared by community implementers, their supervi-
sors and district managers to implementation counterparts. Combined systems
experience provided a basis for understanding CHPS implementation at each
operational level. By cascading this implementation experience forward, with
implementation in place in a few communities, district management teams could
plan district-wide roll-out, guided by measurable progress indicators, budgets
and peer learning that involves stakeholders at the district headquarter level and
below. This political engagement process, originally developed in Navrongo and
refined in Nkwanta, involves joint implementation of community mobilization
“durbars”—a traditional function of chieftaincy systems in Ghana that is often
co-opted by politicians during election campaigns to mobilize electoral support.
But, as Navrongo and Nkwanta have demonstrated, health workers can also utilize
such traditions for building community consensus and action that supports CHPS.
Corporate institutions of lineage, social networks and chieftaincy can be aligned
with political institutions and health systems engagement needs. By combining
social systems, political systems and health delivery systems to revitalize CHPS,
GEHIP has marshalled community demand for healthcare into Ghana’s grassroots
system of political accountability.Copyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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nity engagement and systems learning, was crucial to building community com-
mitment to scaling up CHPS in Nkwanta, and instrumental to catalyzing
replication of CHPS scale-up elsewhere. But the formalization of the national
CHPS scale-up agenda had drifted from this crucial “scaling down to scale-up”
strategy (Nyonator et al., 2011). Indeed, participatory engagement strategies that
work with CHPS have been critical to catalyzing scaling up elsewhere (Rosato
et al., 2008).
Pursuing this multi-sectoral resource mobilization process for CHPS implementa-
tion process in the GEHIP intervention involved agile political engagement, commu-
nity outreach and organizational savvy conducted by an experienced regional
“CHPS coordinators” who trained district counterparts in essential liaison functions.
Work routines, monitoring, budgeting, logistics and other routine management
processes were altered to ensure consistent administrative leadership focusing
on these requirements. The Regional Health Management Team provided the
regional CHPS coordinator with time at monthly staff meetings to discuss
activities, budgets, performance data and other routine implementation functions
that catalyze the diffusion of lessons learned from successful CHPS implemen-
tation. CHPS monitoring and evaluation activities, and the visualization of
CHPS coverage information were effective investments in support for
evidence-based discussion of CHPS performance and problems.1 National
leadership training initiatives have failed to fill this gap, however. Rather than
to convene peer exchanges and provide catalytic financing for implementing
pilot operations, the GHS has typically convened workshops for didactic training
that disconnects CHPS leadership training from practical implementation-based
management. GEHIP leadership development is a systems concept, however,
with leadership extending from managers to supervisors, to workers and ulti-
mately to the communities that are served.RESULTS
The GEHIP initiative has aimed to overcome challenges to CHPS scale-up through
replicable, affordable and sustainable mechanisms to strengthen leadership, part-
nership and community engagement. In addition, critical emergency referral ser-
vices are now widely available, and the scope of care provided by frontline
workers has been broadened to include a range of life-saving skills for mothers
and newborns, especially the need to revisit the original Navrongo model for
community-based primary healthcare while adding to that model elements that
have been missing from CHPS in the past: (i) catalytic financing of only $0.85
per capita per year in the primary healthcare program was combined with strategies
for community-engaged celebration of implementation milestones; (ii) engaging
traditional leaders and grassroots politicians in program implementation activities
that incur prestige and community recognition for their commitment and leadership1The monitoring process for tracking CHPS coverage is discussed by Nyonator et al. (2005a, 2011).
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mentation; (iii) implementing healthcare in every community, with outreach to
every doorstep, including community case management of childhood illness with
mechanisms for ensuring community oversight of all service activities; (iv) provid-
ing cost-free maternal healthcare and treatment of childhood illness in conjunction
with community-engaged referral services financed with a deferred payment
scheme for emergency logistics costs; and (v) comprehensive and cost-free
reproductive health services on demand. Taken as a package of activities and capa-
bilities, GEHIP has accelerated CHPS coverage and achieved universal healthcare
in the challenging context of the Upper East through the strategies outlined in
Table 1.
The GEHIP’s impact on the CHPS implementation process has been immediate
and pronounced: starting from a low level of CHPS coverage when the program
started in 2010 to September 2014, GEHIP achieved 82% coverage of the total
population with community service activities in treatment areas and corresponding
to 100% of the targeted rural population reached by routine CHPS services in its
four treatment districts within 4 years (Figure 3). Coverage also increased in
comparison districts, starting at higher levels reached by CHPS in the baseline,
but increasing at half the quarterly rate of scale-up, leading to 50% of the target
population reached by September 2014. In treatment districts, GEHIP strategies
have also improved the range and quality of primary healthcare services, with
particular focus on maternal and newborn care and the development of sustainable
referral services.Figure 3. Quarterly rates of Community-based Health Planning and Services (CHPS) cover-
age: Ghana Essential Health Interventions Program (GEHIP) versus control
Copyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
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Figure 4. Phases for the experiment in improving and accelerating CHPS scale-up: the Ghana
Essential Health Interventions Program (GEHIP)
J. K. AWOONOR-WILLIAMS ET AL.CONCLUSION
Despite the challenges that have been identified, the CHPS initiative has begun to
improve access to primary healthcare throughout Ghana. Its origins are grounded in
evidence-based strategies for adapting implementation to local realities and needs.
Yet CHPS scale-up has encountered implementation delays that require national cor-
rective action. GEHIP implementation research results attest to the practicality of acce-
lerating CHPS scale-up.While CHPS is a complex story, its core agenda is quite simple
for stakeholders to understand and embrace if it is witnessed by implementation teams
who have catalytic revenue for fostering scale-up and practical experience with grass-
roots social and political engagement. Achieving the transition from CHPS as it has
evolved into a clinic-focused program into a fully people-centered and community-
engaged program requires strategic attention, focus and simple-to-replicate action.
If CHPS succeeds at scale, it will have demonstrated mechanisms for bringing
primary healthcare services to every Ghanaian household by aligning health sector
policy, evidence and action, with vibrant systems of traditional leadership, commu-
nication and volunteerism. By demonstrating ways for CHPS to achieve its potential,
GEHIP is not a project. Rather, it is the initial stage of a national program for
strengthening community health systems in Ghana. The success of GEHIP is there-
fore a matter of considerable policy significance for Ghana.
Yet, just as CHPS represents a challenging initiative to implement at scale,
systems strengthening activities in keeping with GEHIP will require strategic plan-
ning, replication monitoring and research, and evidence-based scaling up. We are
therefore recommending a phased approach to GEHIP utilization that embraces
scaling up lessons learned in the early stages of CHPS (as in Figure 1) with a new
beginning that builds upon GEHIP success (Figure 4). In this perspective, theCopyright © 2015 John Wiley & Sons, Ltd. Int J Health Plann Mgmt (2015)
DOI: 10.1002/hpm
ACCELERATING COMMUNITY HEALTH CARE COVERAGE IN GHANAMOH review used qualitative systems appraisal to identify systems constraints to
GEHIP scale-up and clarify needed action (phase 1, Figure 4). GEHIP has demon-
strated that a process can be implemented for accelerating CHPS scale-up (phase
2, Figure 4). A new phase is now needed that will replicate GEHIP elsewhere in
Ghana, starting with scale-up in the Upper East Region, but with concomitant activ-
ities in replication districts elsewhere in Ghana where the implementation require-
ments of large-scale utilization of the GEHIP approach can be tested, refined and
used to develop national plans and learning localities. Milestones, resource alloca-
tion procedures and regional health administration roles and functions could be
tested through “phase 3” GEHIP implementation research. Placing a GEHIP district
in each of Ghana’s nine other regions would set the stage for phasing in the utiliza-
tion of GEHIP, positioning its lessons to become a solution to the need for rapid im-
plementation of CHPS for all rural communities: a new “phase 4” for bringing
community-based healthcare to every doorstep in Ghana.ACKNOWLEDGEMENTS
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